No organization recommends prostate-specific antigen (PSA) screening in men older than 75 years. Nevertheless, testing rates remain high. 1, 2 We hypothesized that primary care physicians (PCPs) would vary substantially in PSA screening rates and that much of the variance in whether an older man received a PSA test would depend on which PCP he saw.
Methods
Using complete Medicare Part A and B data for Texas, we selected PCPs whose patient panels included at least 20 men 75 years or older without a prior diagnosis of prostate cancer. Primary care physicians were identified as generalist physicians who saw a man on 3 or more occasions in 2009. 3 Patients enrolled in health maintenance organizations (approximately 25% of men ≥ 75 years) were not included because of incomplete data on testing and diagnoses. We assessed screening PSA tests ordered by any physician, or restricted to those ordered by the patient's PCP, using the algorithm developed by Walter et al 1 (Table, footnote c) . We then conducted a multilevel, multivariable logistic regression analysis controlling for the patient characteristics listed in the Table. We estimated the PSA screening rate in 2010 for men 75 or older, adjusted for patient characteristics, for each PCP. We also calculated the intraclass correlation coefficient (ICC) at the PCP level. This study was approved by the University of Texas Medical Branch institutional review board. SAS version 9.2 (SAS Institute Inc) was used for all analyses.
Results
Our sample included 1963 PCPs whose patient panels included at least 20 men 75 or older (61 351 men). Overall, 41.1% of the men received PSA screening and 28.8% received PSA screening ordered by their PCPs (Table) . Both rates declined with patient age. There were small differences in rates of testing by patient ethnicity, markers of socioeconomic status, and location (urban vs rural).
The Figure presents a cumulative distribution of estimated PSA screening rates for each of the 1963 PCPs, showing only the rates for PSA tests ordered by the PCP and adjusted for all the characteristics in the Table in the multilevel model. In all, 474 PCPs (24.2%) had rates significantly greater than the mean, with a mean rate of 49.8% (95% CI, 48.8%-50.8%), whereas 314 PCPs (16.0%) had significantly lower rates, with a mean rate of 6.1% (95% CI, 5.9%-6.3%).
In the model assessing PSA screening ordered by the patient's PCP, the ICC was 0.27, indicating that 27% of the variance in whether a man received PSA screening was explained by which PCP he saw. Specific patient characteristics (eg, age, comorbidity) explained only 3.7% of the variance in whether a patient received a PSA test ordered by his PCP.
Discussion
The high variability among PCPs in PSA screening, with a 10-fold difference in rates between the highest and lowest deciles of PCPs, has not been found in other studies of PCP behavior. For example, using similar methodology and data sources for Texas PCPs, ICCs were 0.10 and 0.09 for receipt of mammography and colorectal cancer screening, respectively, compared with 0.27 for PSA screening. 4, 5 With PSA screening, which PCP a man saw explained approximately 7 times more of the variance in PSA screening than did the measurable patient characteristics.
Limitations of this study include the accuracy of identifying the PCP, 3 exclusion of patients in health maintenance organizations, lack of information on patient preference, and the use of data from a single year in Texas. Southern states tend to have higher utilization rates for a number of tests and procedures. We assessed only screening PSA tests, not tests ordered to evaluate symptoms, but some symptoms may not have been coded. The rate of all PSA testing, including testing in men with symptoms, was greater than 50% in men 75 years or older in 2010 in Texas.
The high variability among PCPs in ordering PSA screening for older men requires additional study to understand its causes. It has been suggested that overtesting rates be included as quality measures of PCPs. 6 Medicare data can be used to generate such measures.
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